We present an unusual case of iatrogenic small bowel perforation in a woman with endometrial cancer. A 57-year-old postmenopausal woman with past history of total colostomy with loop ileostomy for ulcerative colitis, was referred to our department for evaluation and further management of suspected endometrial cancer following dilatation and curettage (D&C) elsewhere. The histopathology showed intestinal element which was attributed to metaplasia; however, no malignancy was identified in the biopsy specimen. Imaging carried out elsewhere after D&C showed thickened endometrium with suspicious small bowel infiltration. The patient was completely asymptomatic with no signs of bowel injury or peritonitis. After a complete evaluation, a class 1 extrafascial hysterectomy and bilateral salpingo-oophorectomy with segmental ileal resection and anastomosis and frozen section were performed. Intraoperatively, small bowel loop was found adherent to the posterior uterine wall extending up to the cervix with no obvious sign of any uterine or bowel perforation. The final histopathology revealed endometrioid adenocarcinoma grade 1, stage IA, with tumor located at the fundus along with cervical isthmic perforation on the posterolateral wall with full thickness ileum perforation. Uterine perforation at D&C is a known complication, but a silent bowel injury presenting with intestinal tissue in endometrial biopsy is very unusual. A high degree of suspicion is required to detect such complications at D&C especially in postmenopausal women with past history of abdominal surgery.
Introduction
Endometrial biopsy is a routine and safe surgical procedure in gynecology. Complications are rare but can be fatal at times [1] . Uterine perforation can occur during D&C by sounding the uterus or during the cervical dilatation [2] . Perforation can also occur during curettage especially in case of previous uterine scar or in the presence of endometrial carcinoma causing weakness in the uterine wall making it amenable to perforation. During D&C for non-obstetric reasons, perforation has been reported in approximately 0.3% in premenopausal woman and 2.6% in the postmenopausal woman [3] . Out of all complications, full thickness bowel perforation after D&C is a unique and serious complication, but asymptomatic cases are very rare [4, 5] . Diagnosis is by strong a clinical suspicion, and the need for immediate surgical intervention is based on clinical signs and symptoms of peritonitis and imaging [6] . We report a unique case of silent iatrogenic ileal perforation in a case of postmenopausal woman with endometrial carcinoma.
Case Report
A 57-year-old postmenopausal woman, P1L1, with previous spontaneous vaginal delivery presented with postmenopausal bleeding at a city hospital. She had a past history of total colectomy and permanent ileostomy 15 years back for ulcerative colitis. An ultrasound abdomen was done which showed thickened endometrium (12 mm) with no other significant findings. She was then planned for hysteroscopy and D&C at the same hospital. Intraoperatively, hysteroscopy was abandoned due to cervical stenosis, but D&C with polypectomy was done, and she got discharged in a stable condition on the same day. HPE reported as bits of small intestinal tissue in full thickness with mucosa and some endocervical but no endometrial tissue (Fig. 1) . Intestinal element was attributed to metaplasia.
Pelvic scan (TVS) on 10th post-D&C day shows thick (2.4 cm) echogenic highly vascular endometrium, irregular junctional zone with myometrial invasion up to the serosa suggestive of endometrial carcinoma.
CECT and MRI performed elsewhere reported a normalsized uterus with endometrial thickness of 2.8 cm. A breach in the junctional zone and myometrium infiltrated posterosuperiorly on the right side with minimal extension of thickened endometrium beyond the uterine serosa was seen to involve the wall of adjacent ileal loop with intact cervix, raised the possibility of intestinal infiltration of endometrial carcinoma (Fig. 2) .
Patient presented to us 30 days post-D&C with all reports of investigations. She was completely asymptomatic on examination. Performance score (ECOG) was zero, vitals were stable, and abdomen was soft, non-tender with no sign of peritonitis. After reviewing the slides, patient was planned for staging laparotomy and frozen section, in view of radiological suspicion of endometrial carcinoma. On laparotomy, dense inter-loop adhesions between small bowel and to anterior abdominal wall were seen. An ileal segment was densely adherent to the posterior wall of uterus extending right from fundus to the cervix. Rest of the abdomen and ileostomy site on right side appeared healthy. Ileal loop was dissected off the uterine wall by sharp dissection except posteriorly at the level of cervix. Class 1 Hysterectomy and BSO with indocyanine (ICG)-based sentinel lymph node biopsy (SLNB) were performed. Segmental ileal resection and anastomosis was performed in view of dense adhesions.
Frozen section reported as endometrioid adenocarcinoma G2, with \ 50% myometrial invasion and tumor size of 5 9 3.5 cm with reactive nodes. In view of negative sentinel nodes, further staging lymphadenectomy was abandoned. The final histopathology showed the same findings. Sections from the adherent ileal loop showed numerous congested blood vessels in the subepithelium and no evidence of dysplasia/malignancy at the perforation site. Sections from the perforated area on in the cervix revealed a sinus tract in the cervical epithelium and intense granulation tissue. No sign of any dysplasia or malignancy was found at the perforation site (Fig. 3) . 
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Discussion
Uterine perforation is a potential complication of D&C and may be associated with injury to viscera (bladder, bowel) [7] . Factors that make access to the endometrial cavity difficult, e.g., cervical stenosis, or that alter the strength of the myometrial wall, e.g., pregnancy, lactation, and menopause, are the risk factors for uterine or bowel perforation [8] . Hafler et al. retrospectively analyzed the incidence of complications after D&C in non-obstetric uterus in 5329 cases and found that site of uterine perforation was fundus in 47 cases and cervical perforation in three cases and concluded that a retroverted uterus, postmenopausal status, and nulliparity are independent risk factors for intraoperative complications [9] .
In our case, the presence of intestinal tissue in D&C specimen raised the following possibilities: (1) In view of imaging showing suspected bowel infiltration, there was a possibility of endometrial cancer perforating the adjacent bowel. However, the biopsy was negative for malignancy. (2) Previous surgery was for ulcerative colitis causing ileouterine fistula, but there was an absence of intestinal contents draining through the cervix or collecting in the uterus. (3) Uterine perforation was performed during D&C, but patient was completely asymptomatic for the last 20 days starting from the date of D&C till she approached us. Intraoperatively, also there were no definite signs of perforation. Hence, none of these could be confirmed preoperatively, and the final diagnosis of bowel perforation and endometrial cancer was made only by histological evaluation of the surgical specimen. That clearly indicates that the perforation was iatrogenic and most probably due to postmenopausal stenosed internal cervical os and distorted cervical canal.
The learning points in this case are as follows. We should always have a strong suspicion of cervical stenosis in postmenopausal women. In this case, as hysteroscopy was not possible, an option would have been to do a pipelle biopsy. Another method described is to give prostaglandin analog (PGE1) at least 2 h prior to hysteroscopy and D&C for cervical priming and dilatation to avoid perforation [10] . Secondly, bowel perforation should be suspected when yellow fleshy material is curetted along with the endometrium and when patient complains of sudden pain and dragging sensation which is often ignored thinking that it is procedure-related pain. In our case though the patient was asymptomatic, but because of a previous history of colectomy with along with suspicion of endometrial carcinoma, a laparotomy was done.
Conclusion
In a postmenopausal woman with previous bowel or uterine surgery, extra caution should be exercised during dilatation and curettage. The endometrial curetting or any polyp removed should be examined carefully for unusual appearance before sending the specimen for histopathology. Management of postmenopausal uterine perforation would depend upon symptoms, signs, and findings on imaging. However, in rare instances like this case, where intestinal luminal tissue is seen in endometrial curettage sample, possibility of bowel injury should be considered rather than attributing it to metaplasia.
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